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ABSTRACT 
Colorectal Cancer (CRC) is the third leading cause of death among American men and 
women.  Colorectal cancer is a preventable cancer, with CRC screening recommended from the 
age of 50.  The percentage of people who complete the recommended CRC screening is low.  
Individuals throughout the United States (US) are rarely offered the opportunity to discuss 
screening options with their provider and may never complete CRC screening due to multiple 
barriers.  The purpose of this scholarly integrative review is to explore the reasons individuals 
are not completing CRC screening, including those related to different US populations, and 
discuss interventions that can be implemented to increase CRC screening rates.    
A total of 17 articles, published during the period 2010-2020 were identified using five 
different databases, internet searches, and secondary references, and were included in an 
integrated review of literature.  Themes were identified and analyzed using a theme matrix.  
Three main themes were discovered in relation to barriers to CRC screening: patient, system, and 
provider-related barriers.  Many of the identified barriers related to CRC screening are 
interrelated and complex.  
 The Health Belief Model (HBM) was the theoretical framework used to understand why 
individuals may not participate in CRC screening.  The HBM is used to predict if individuals 
will adhere to screening recommendations depending on their perceived susceptibility to CRC, 
perceived severity of the condition, and whether perceived barriers are high.  If perceived 
benefits are greater than perceived barriers, confidence in completing CRC screening will be 
higher. 
A multicomponent intervention is discussed, including a protocol for a nurse-led visit that 
was developed to identify a gap in patient education to address the individual barriers that were 
identified from the literature review.  A framework was identified to evaluate the organization’s 
metrics and population barriers to assist in implementation of the multicomponent interventions.  
The strategies included were: assessing the infrastructure, interventions identified by the 
organization, process measures and quantifiable metrics, CRC screening phases, performance, 
outcome, and cost measures.  The goal of implementing interventions is to increase the 
percentage of individuals who complete CRC screening.  These recommendations will be most 
beneficial to populations with health disparities due to low social economic status, decreased 
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Introduction to the Inquiry 
This scholarly paper explores the perceived barriers individuals encounter related to 
colorectal cancer (CRC) screening.  There is strong evidence in the literature that patients who 
complete CRC screening can decrease the incidence and mortality of CRC. Social inequalities 
that contribute to cancer disparities need to be understood in order to identify interventions that 
can affect miscommunication and delivery of substandard care.  It is important to understand 
individuals’ barriers to assist health systems in implementing the appropriate interventions 
needed to meet the needs of the population served.  This section provides an introduction to the 
background and rationale, purpose of the inquiry, question guiding the inquiry, and method used 
for the inquiry.   
Background and Rationale for the Inquiry 
For a majority of adults, age is the most significant risk factor for CRC (Bibbins-
Domingo et al., 2016).  According to the National Colorectal Cancer Roundtable (NCCRT), 
CRC is the second most frequently diagnosed cancer in the US (NCCRT, 2019).  In 2020, 
approximately 53,200 Americans are expected to die from CRC; 3,640 of them will be younger 
than age 50 (American Cancer Society (ACS), 2020b).  Colorectal cancer is common among 
both women and men.  Approximately 4.4% of women and men will experience a CRC 
diagnosis at some point in their lifetime (Bachman et al., 2018).  The 5-year survival for 
localized CRC is approximately 90% with appropriate CRC screening (ACS, 2020a).  The 
chance of survival drops below 20% if CRC screening is not conducted during the early stages of 
the disease.  It is important that all Americans receive the appropriate CRC screening starting at 
the age of 50 if the individual is an average risk for CRC.  According to the ACS (2018a) 
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guidelines, a person at average risk is defined as an individual that does not have a personal or 
family history of CRC, certain types of polyps, history of inflammatory bowel disease, or 
confirmed or suspected hereditary colorectal syndrome.  The administration of a test to detect 
early signs of cancer, such as blood in the stool and precancerous polyps in seemingly healthy 
populations, is considered CRC screening (Maida et al., 2017).  There are currently six different 
modalities of CRC screening for adults at average risk for CRC and between the ages of 50-75.  
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Note:  Recommended screening modalities, frequency, tier, sensitivity, specificity, and 
definitions. Screening modalities recommendations and definitions from U. S. Preventative 
Service Task Force (USPSTF) (NIH, 2020a).  Multi-Society Task Force ranking of CRC 
screening into tiers based on performance and costs (Rex et al., 2017). Sensitivity and specificity 




In June 2017, the United States Multi-Society Task Force on Colorectal Cancer 
(USPSTF) issued updated screening recommendations that the FIT and colonoscopy are both in 
the tier 1 category based on their effectiveness (Cabebe, 2020).  Due to high specificity and 
sensitivity, colonoscopy is considered the gold standard screening test (Issa & Noureddine, 
2017).  
There are notable racial differences in CRC screening completion rates between non-
Hispanic whites, non-Hispanic blacks, Asian American, Pacific Islanders, and American Indians.  
For individuals between the ages of 50-75, the biggest disparities are in race (white, 69%, and 
Asian Americans, 58%), education (college graduate, 73%, and less than high school, 53%), 
immigration status (born in US territory, 84%, and in the US less than 10 years, 30%), and 
insurance status (private and Medicare, 80%, and uninsured, 30%) (ACS, 2020b). 
Purpose of the Inquiry 
The U.S. Preventative Service Task Force (USPSTF) has recommended several CRC screening 
tests that can decrease the potential for CRC cancer; however, despite the fact that different 
screening options are available, many Americans at risk are not being screened.  According to 
the National Institute of Health (NIH) (2020), in 2018, 68.8% of adults aged 50-75 were up to 
date with CRC screening based on USPSTF guidelines.  The uptake of CRC screening has 
increased during recent years. The rates are near the Healthy People 2020 goal, 70.5%, which 
was estimated in 2008 based on responses from the National Health Interview Survey (Healthy 
People 2020, 2020).  However, that leaves 30% of Americans that have not been screened for 
CRC. 
The purpose of this scholarly integrative review is to explore the reasons individuals are 
not completing CRC screening,  Interventions that address the barriers need to be identified and 
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implemented to increase CRC screening rates.  Colorectal cancer screening is a grade ‘A’ 
recommendation from the (USPSTF, 2016), which means there is strong evidence that CRC 
screening can decrease the mortality and incidence of CRC.  A better understanding about 
perceived barriers, including those related to different US populations could assist health care 
organizations in implementing interventions for increased CRC screening.  
Question Guiding the Inquiry 
 The questions guiding this inquiry are: 
What are the perceived barriers to CRC screening in Americans aged 50-75 years old?  
a. Is there a difference in barriers based on populations? 
Method Used for the Inquiry 
An integrative review of literature was completed using Winona State University online library 
resources and the Midwest Health Care System database.  Keywords and phrases were entered 
into MEDLINE, PubMed, Cochrane Library, OVID, and CINAHL with Full Text.  Article titles 
and abstracts were reviewed for appropriateness to address inquiry related to the research 
question.  Thirty-five studies were screened using the following inclusion criteria: evaluate 
barriers associated with CRC screening as their outcome, publication date within the last 10 
years, and studies relevant to populations within the US.   Exclusion criteria eliminated 20 
studies that were based on: not addressing more than one type of barrier or type of CRC 
screening test.  A review of the articles’ references yielded an additional two articles.    
Summary 
The second most frequently diagnosed cancer in the US is CRC and with an early 
detection of CRC an individual has as a 5-year survival of 90%.  In 2018, the CRC screening rate 
in the US was 68.8%.   Health care organizations need to identify the rationale for low CRC 
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uptake rates within the populations that are served.  A review of the literature was completed 
using five databases to understand the barriers. Screening barriers can be complex and multi-
faceted and involve many factors, from individual to societal (Katz, Young, Zimmerman, Tatum, 
& Pakett, 2018).  The types of interventions to be implemented should address many of the 
barriers identified.  
II. LITERATURE REVIEW 
Introduction 
 The literature review identifies the analysis and process used to determine articles 
relevant to the question of inquiry, and provides a thematic analysis of those items.  In total, 17 
articles were used to answer the question of inquiry.  Appendix A summarizes the keywords used 
to complete the search in the following databases: Ovid/MEDLINE, PubMed, CINAHL, 
Cochrane, and other government internet sources.  The literature review included articles with 
published dates from 1/1/2010 to 12/31/2020 to allow for discovery of barriers most relevant to 
current populations.  Article titles and abstracts were reviewed for appropriateness to address   
the question of inquiry.  Thirty-five full-text articles were evaluated using the following 
inclusion criteria: study population was within the US, more than one barrier associated with 
CRC screening was evaluated, and study included more than one type of CRC screening.  
Articles were excluded if there was reference to other countries’ barriers due to differences in 
governmental guidelines, insurance payer configurations, and different socioeconomic factors.  
Figure 1 is a flow chart diagram of the literature search and selection process for articles found in 
each data base, how many abstracts were reviewed for appropriateness, and the literature 
description of the articles selected. Eliminated from the literature review were 35 studies where 
the study was not conducted in the US, only addressed one type of barrier, or only addressed one 
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type of CRC screening.  The intent of the literature review was to develop a comprehensive 
overview of all potential barriers identified by adults in the US and not focus on studies that 
explored only one barrier or one type of screening test.  Articles that reviewed more than one 
barrier allowed comparison of all barriers equally and articles that reviewed only one type of 
screening did not give more emphasis to a specified test.  Through the review of articles’ full-
text and references two additional articles meeting the inclusion criteria were located and added 
to the references.   Table 2 identifies the level of evidence of the 17 articles included in this 
literature review.  The articles in the literature were a lower level of evidence due to the 
descriptive nature of the research question.  The level of evidence was both levels V and VI 
according to Appendix C. 
Table 2 
Literature Review Level of Evidence 
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Figure 1: The flow chart diagram of literature search and selection process using search terms: 
“Colorectal cancer screening, CRC, adher, complian, reason, complet, barrier, uptake, and 
determin”. *The authors described these articles as systematic reviews.  Since the studies 
included are mostly qualitative, they might be better described as integrative reviews 
 
Synthesis of Literature 
After a review and analysis of the literature, relevant information was extracted from 
each article and entered into a literature table for analysis (see Appendix B).  The results section 
of the literature table identified many individual barriers, which were incorporated into a theme 
matrix.  The theme matrix identified different types of barriers and assisted in the categorization 
of themes and subthemes.  Three main themes related to barriers to CRC were identified, patient, 
system, and provider-related barriers.  Patient-related barriers are sometimes a consequence of 
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system- and provider-related barriers.  Several of the barriers discovered in the literature are 
interwoven, where one barrier potentially affects another barrier.  The three common themes, and 
their sub-themes are discussed. 
Patient-Related Barriers: 
Lack of knowledge and awareness.  Lack of knowledge and awareness can be 
detrimental barriers that affect decisions of individuals whether to participate in CRC screening.  
Lack of awareness can play a role in an individual’s fatalistic views and perceived fears related 
to CRC.  Study participants who were not up to date with screening stated the first barrier was 
“being aware of test” (Kim et al., 2018, p. 699).  A participant in Honein-AbouHaidar et al. 
(2016), stated that colorectal cancer must not be, “that important, or [I] would have heard about 
it” (p. 909).  If individuals are knowledgeable about CRC and CRC screening they will be 
empowered to make informed, individualized choices about appropriate CRC screening tests.  
According to Nagelhout, Comarell, Samadder, and Wu (2017), 25% of participants in their study 
identified that being unaware of the need for a colonoscopy was a barrier.  Lack of knowledge 
was noted by Jones, Devers, Kuzel, and Woolf (2010) to include individuals’ requests for details 
about CRC screening, from disease prevalence to insurance coverage.  The Davis et al. (2013) 
study mentioned that 96.1% of Federally Qualified Health Centers (FQHC) participants had 
heard of CRC, but only 56.3% had heard about a test to screen for CRC.  Amongst Asian 
Americans, Tsoh et al. (2018) revealed that if an individual knew one or more (USPSTF) 
screening guidelines the odds of screening intention doubled.  Nagelhout et al. (2017) note that 
awareness of CRC screening was lower in Pacific Islander and Hispanic individuals compared to 
white individuals.  Among Chinese and Korean communities, CRC was identified as not being as 
well-known compared to other cancers (Jung et al., 2018).  Increasing health literacy is 
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intertwined with increasing awareness in minority populations.  Individuals’ awareness can 
affect their views of cancer, misconceptions about the importance and efficacy of CRC screening 
modalities, and attitudes towards screening (Honein-AbouHaidar et al., 2016).  An important 
barrier that needs to be addressed is that some individuals do not value preventative health care 
when asymptomatic.  According to Jones et al. (2010), 4.1% of the participant-reported barriers 
in the open-ended survey were ‘no problems or symptoms’, which is a misconception that 
individuals who are asymptomatic do not need to be screened.  Jung, et al. (2018) note that 
individuals who are asymptomatic were significantly less like to have CRC screening compared 
to those who did not have the same misperception that CRC is only present with symptoms.  The 
concern with this barrier is that CRC treatment is likely to be most successful if detected at an 
early stage of CRC and the removal of polyps can reduce mortality (USPSTF, 2016). 
Fear.  Fear can be multi-faceted and intertwined with many different barriers.  Fear was 
referenced relative to some aspect as a barrier in almost every article reviewed.  At times it was 
difficult to discern which barrier the individual was anxious about.  Jones et al. (2010) noted that 
approximately 20% of participants also stated different interpretations of fear, such as, fear of a 
cancer diagnosis, invasive procedure, complications, family ramifications, and test results.  Fear 
can take on different meanings such as fear of the procedure, including technology, the 
procedure room, sedation, fear of embarrassment and invasion, and fear of cancer.  Jones et al. 
(2010) identified fear (10.1%) as the top patient-related barrier for why individuals did not 
complete CRC screening.  Muthukrishnana, Arnolda, and James (2019), identified that 29.5% of 
individuals described fear as a barrier in completing CRC screening, which was greater than 
financial barriers at 25%.  Other mentions of fear were in relation to placing a burden on the 
family, which included assistance with transportation and translation.  Fear was used as a 
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facilitator of CRC screening by an individual to convince family members that they should take 
steps to complete CRC screening (Bachman et al., 2018).   Fear is a strong emotion that can 
outweigh an individual’s decision to complete the screening.  Bachman and colleagues suggest 
that: “focusing on communication strategies providers use to respond to fear and manage 
screening uncertainty is critical, particularly in the case of colonoscopy where the treatment (of 
removing polyps), itself, may be a cure” (Bachman et al., 2018, p. 1291).  Fear can play two 
different roles in an individual’s decision to complete their CRC screening.  On one hand, fear 
can relate to the procedure, but on the other hand, an individual may have fear related to not 
completing the screening.  “It’s not I would fear what the results might be, that’s one thing about 
it.  I fear they might discover something, and then on the flipside of the coin I fear that if I don’t 
have it [colonoscopy] and there is something that I waited too long” (Green et al., 2017, p. 5).   
Concerns related to screening tests.  Pain and discomfort were barriers that were 
closely related to fear in the articles reviewed.  The literature stated that some individuals were 
afraid of the pain with the procedure and others experienced pain after having a colonoscopy.  In 
the Wang et al. (2019) study, participants in a rural population were concerned about the 
discomfort associated with the preparation and worried about the pain of the procedure.  
Discomfort or disgust with the procedure was barriers for 11.5% of the participants in the 
Muthukrishnana et al. (2019) study.  A cultural barrier to pain described in the Kim (2018) study 
noted that the Korean culture tends to endure pain and not seek medical care until it is potentially 
too late and CRC is diagnosed.  This type of barrier to pain is different to the pain described in 
other articles that are related to the concerns with colonoscopies.  African Americans rated pain 
associated with colonoscopy significantly higher than whites, p < 0.001 (Wilkins et al., 2017).  
Jones et al. (2010) indicated when evaluating open-ended questions, pain (7.6%) was the fourth 
12 
 
most common patient-related barrier why individuals do not complete CRC screening.  This 
ranked behind fear (10.1%), unpleasant preparation (7.9%), and not aware and lack of 
knowledge (7.9%).  Obese, women were more likely to report pain and embarrassment as test-
related barriers (Seibert, Hanchate, Berz, & Schroy, 2017). 
On the basis of a qualitative analysis Jung et al. (2018) identified concerns related to 
complications.  Many other studies also noted that individuals were apprehensive about potential 
complications related to using the tubular instrument during flexible sigmoidoscopy and 
colonoscopy.  Wilkins et al. (2012) identified the fear of a torn or perforated colon during 
colonoscopy as a significant difference between individuals who were current with the screening 
verses those not current (p = 0.002).  On the basis of a systematic literature review, Honein-
AbouHaidar et al. (2016) suggested some of the main reasons individuals do not participate in 
colonoscopy testing is the risk of perforation, need for bowel preparation, and discomfort related 
to the procedure.  Individuals reported adverse effects of bowel preparation such as drinking the 
preparation made them nauseated, they were unable to keep the preparation down, and vomiting 
(Bachman et al., 2018).  Not only is the bowel preparation uncomfortable, but individuals also 
have a concern that the bowel preparation will not be completed properly and the colonoscopy 
will need to be rescheduled.  Lack of proper preparation often requires the individual to re-
schedule the test, but many individuals cannot afford to take another day off work or travel the 
distance to the testing site.  Rescheduling of appointments can utilize scarce resources in remote 
rural areas as only one appointment was billable.  The cancelled appointment slot was then not 
able to be used by another individual who may have difficulty with full appointment slots.  
According to Jones et al. (2010) women are more likely to state concerns with bowel preparation 
than men (12% vs 6%, p=<0.01).  Patient-reported barriers for adverse effects of bowel 
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preparations from the Jetelina et al. (2019) study stated 3% of individuals mentioned this barrier.  
Risk of bowel perforation is an individual perceived barrier that can be addressed with nurse-led 
education.  Hamdani et al. (2013) noted the incidence of bowel perforation in normal 
colonoscopies is 0.06%. 
Individuals who participated in the studies reviewed had different opinions about the 
potential accuracy of the different CRC screening modalities recommended by the USPSTF and 
ACS.  Participants in the Jones et al. (2010) study believe that some of the suggested tests are 
inferior, outdated, or a cheap substitute for a colonoscopy.  However, the complexities involved 
in scheduling the test and completing the bowel preparation caused them to delay getting the 
colonoscopy despite being offered a fecal test.  The goal of identifying CRC could be threatened 
by attitudes that challenge the efficacy of appropriate CRC modalities.  Individuals who delay or 
refuse the colonoscopy due to multiple barriers and are not offered equivalent alternatives could 
eventually result in not undergoing any type of screening.  A participant in the Green et al., 
(2017) study stated, “If the stool was more accurate I would do the stool” test (p. 9).  According 
to Table 1 on page 3, both colonoscopy and FIT testing are tier one recommendations from 
USPSTF.  The sensitivity of both colonoscopy and FIT testing are relatively equal at 94% and 
93% respectively (Maida et al., 2017, & NIH, 2020b).    
Individuals faced with health care decisions may not only rely on the advice from the 
provider, but the experiences of others to form the opinion as to whether a procedure is safe and 
effective.  According to Kimura, Sin, Spigner, Tran, and Tu (2014), individuals who had 
previously completed CRC screening had concerns about risks after knowing about 
complications experienced by others.  Katz et al. (2018) indicated that 8% of individuals reported 
a barrier to completing CRC screening because a close friend or family member recommended 
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not having the screening or the individual heard about a bad experience with CRC screening.  
Jones et al. (2010) stated that adverse experiences and personal stories told by family and friends 
reduced the eagerness for CRC screening. 
Cultural, familial, and gender barriers.  Cultural, familial, and gender barriers related 
to the specific population within each study and included language barriers, and familial and 
cultural beliefs.  The literature stated differences in screening rates and screening test completed 
between whites versus African American (Wilkins et al., 2012).  Kim (2018) cited acculturation 
to Western culture as a barrier to CRC screening for Asian Americans.  Wang et al. (2018) 
discussed how those minority groups who are average risk individuals for CRC, between the 
ages of 50-65, non-English speaking, and uninsured were less likely to follow the USPSTF 
guidelines for screening.  For example, preventive medicine is not a common culture within 
Asian-American communities (Kim, 2018).  
Focus groups underscored that it was considered taboo to discuss CRC screening openly 
in public because it is different than talking about breast or prostate cancer (Jones et al., 2010).  
Honein-AbouHaidar et al. (2016) noted that a discussion regarding preparing fecal matter for 
screening was a social taboo and a threat to an individual’s hygiene, which decreases the 
motivation for uptake of CRC screening.  Sexual sensitivities were cited as a barrier by Jones et 
al. (2010) in individuals who have had past sexual abuse or are of homosexual identity. 
Asian Americans expressed that language and cultural differences were major barriers to 
CRC screening, with difficulty understanding medical terminology (Jung et al., 2018).  Honein-
AbouHaidar et al., (2016) noted that among non-English speaking individuals the language 
barrier made it difficult to understand and follow instructions regarding how to collect a fecal 
sample correctly.   
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Avoidance.  Avoidance is the act of avoiding unpleasant events or difficult thoughts.  
Stress can bring on feelings of avoidance.  Individuals tend to avoid an event that they do not 
trust or understand.  One type of avoidance is to not think about the event.  A participant in a 
study reported by Green et al. (2017), who was not up to date on CRC screening stated “I don’t 
want to think about it” when referring to the risk of CRC (p. 4).  A male participant in the Green 
et al. (2017) study, referred to gender differences in self-care, stated, “I’d not been actually 
taking care of myself, that guy thing of ignoring the doctors and all… Basically just ignoring the 
fact that I was getting older” (Green et al., 2017, p. 5).  Fear can also be expressed through 
avoidance.  One study participant stated, “I ducked and dodged the appointment as long as I 
could” when referencing fear about making an appointment for CRC screening (Muthukrishnana 
et al., 2019).  Avoidance can be intertwined with other barriers such as pain, fear, cost, or 
language, which can influence an individual to not complete CRC screening and potentially 
developing CRC.  It is important to understand the barriers that are a causing the avoidance 
behavior to educate individuals on the importance of CRC screening. 
Individuals, regardless of gender or age, reported embarrassment and privacy concerns as 
barriers to CRC screening due to the technology scoping of private body parts (Bachman et al., 
2018).  Two participants in the Bachman et al. (2018) study referred to the procedure occurring 
in a “very delicate place” and fear of “being violated” (p. 1288).  Honein-AbouHaidar et al., 
(2016) identified that CRC screening was avoided due to embarrassment related to the area being 
investigated and individuals having “zero dignity in the procedure” (p. 911).  Embarrassment 
was also considered a fear in relation to the colonoscopy procedure (Jones, et al., 2010). 
Several studies reveal that individuals consider CRC screening not a priority relative to 
other obligations of life (Green et al., 2017; Honein-AbouHaidar et al., 2016; Jung et al., 2018; 
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Knight et al., 2015; Muthukrishnana et al., 2019, & Nagelhout et al., 2017).  Today, people have 
many life demands that compete with preventative health care services (Muthukrishnana et al., 
2019).  
Another barrier for individuals when dealing with completing CRC screening is multiple 
health comorbidities (Kimura et al., 2014).  In one study which asked participants why CRC 
screening was not completed despite numerous attempts of mailed fecal tests, the answers were 
avoidance, competing health concerns, and handling of stool (Green et al., 2017).  A participant 
in the Jung et al. (2018) study stated, “in an immigrant’s life … we’re too busy to live … we 
have to work until Saturday so we cannot go at the time that we want’ (p. 855).  As with 
individuals who have too many competing demands in their life, several people cannot take on 
one more demand when they have multiple health complications (Muthukrishnana et al., 2019).  
Vietnamese men cited diabetes as causing difficulty related to the bowel preparation due to the 
need to fast prior to the colonoscopy (Kimura et al., 2014). Jones et al. (2010) also noted that 
demands of diabetes were a barrier for participants, along with having a spouse with an illness.   
Socioeconomic barriers.  Several socioeconomic barriers were discussed in the 
literature.  One of the barriers is cost of the CRC testing, especially colonoscopy.  The average 
cost of a colonoscopy can range from $600 - $5,400 if uninsured (Pinder, 2018).  It is difficult to 
navigate the true cost of colonoscopies due to insurance fine print and copays so it is not 
uncommon for individuals with lower socioeconomic status to forego CRC testing.  When 
comparing individuals with lower income levels to individuals with higher levels, the barrier of 
lack of income is evident in relation to the percentage of patients completing CRC screening 
(Kim, 2018).  Literature indicated that barriers such as poverty, socioeconomic factors, health 
literacy, and insurance coverage are related to an individual’s CRC screening behavior (Wang, et 
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al., 2018).  Wang et al. (2018), discussed that rural, low income residents cited that the high cost 
of the tests and follow-up care was one of the major barriers to CRC screening.  Demographic 
factors including employment status and lower monthly income were also identified as barriers 
to CRC screening among Korean Americans, Chinese Americans, and Japanese Americans 
(Kim, 2018).   
Low literacy is another socioeconomic barrier discussed in the literature.  The Center for 
Disease Control and Prevention (CDC) (2019a) defines health literacy as the “degree to which an 
individual has the capacity to obtain, communicate, process and understand basic health 
information and services to make appropriate health decisions” (p. 1).  According to Honein-
AbouHaidar et al. (2016) it is difficult for individuals with low socioeconomic status and poor 
health literacy to understand medical terms used in provider discussions related to parts of the 
body such as the rectum and colon.  The CDC noted that 88% of US adults have inadequate or 
marginal literacy skills (CDC, 2019b).  Miller and colleagues identified that patients with limited 
literacy skills have decreased knowledge of CRC screening (Miller, Brownlee, McCoy, & 
Pignone, 2007). 
Jones et al. (2010) noted lack of family and close friends, along with inadequate social 
support, as barriers to CRC screening. Emotional support from family and friends could be 
beneficial in the decision-making process regarding appropriate CRC screening modalities, 
especially among Asian Americans (Kim, 2018).  Individuals discussed that being alone was a 
barrier and that social support could be an encouragement when undergoing CRC testing (Jones 
et al., 2010). 
Fatalism.  Fatalism can be defined as the tendency of individuals or groups to believe 
that their futures are determined by an unseen power rather than by their decisions (Maercker, 
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Ben-Ezra, Esparza, & Augsburger, 2019).  Research has shown that fatalism is common across 
many cultural groups, including Koreans, Hispanics, Asians, and African Americans.  Green et 
al. (2017) described fatalism as a key barrier to CRC screening, which could be interpreted as a 
type of avoidance behavior.  Kim (2018) identified fatalism as a barrier among Asian Americans.  
Fatalism has been theoretically proposed as a type of global belief system that can play a 
significant role in an individual’s decision about health screening behaviors.  Through the fatalist 
view, one’s perception of control over the disease is decreased; leading to the belief that 
screening is unlikely to make a difference to the outcome.  Many individuals expressed fatalistic 
views that nothing can be done to prevent CRC, as well as, the concept of self-care, meaning that 
they can take care of their own health through diet and exercise. One focus group participant 
stated, ‘It’s all fate. Living and dying is up to God. We can’t change it’ (Jung et al., 2018, p.860). 
System-Related Barriers: 
Respondents in several studies acknowledged multiple challenges that can complicate 
efforts towards completing CRC screening; for example, the complexity of health care can deter 
patients from seeking preventive services.  Individuals without transportation list this as a barrier 
in completing CRC testing (Jung et al., 2018; Honein-AbouHaidar et al., 2016; & Wang et al., 
2019).  Jung et al. (2018) identified the difficulty of finding an appropriate provider and making 
an appointment for CRC screening as barriers to overcome. 
More than half the articles reviewed stated that access barriers were a substantial reason 
for noncompliance with CRC screening.  The two most frequently mentioned barriers were the 
absence of screening facilities within the local community and scheduling and rescheduling 
challenges.  The difficulties of trying to find a local facility and scheduling the CRC screening 
led to avoidance.   
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The most frequently cited system-related barrier in the literature reviewed was lack of 
insurance.  The literature suggested that both rural and urban communities have the same 
significant barriers to CRC screening completion: lack of physician recommendation and cost or 
lack of insurance (Jones et al., 2010).  According to Wang, et al., 2018, at the county level, 
structural barriers of lack of health insurance, poverty, and lack of medical specialists, especially 
gastroenterologists, were significantly related to CRC screening completion, after controlling for 
provider and individual characteristics. 
Confusion exists about insurance coverage and the details of what screening modalities 
are covered (Jones et al., 2010).  ACS (2018d) states the Federal Affordable Care Act law 
requires insurers and Medicare to cover the costs of colorectal cancer screening tests that are 
recommended by USPSTF.  There is a stipulation that this law does not apply to insurance 
policies that were in place prior to March, 2010.  Individuals with low health literacy or reading 
level may have difficulty understanding insurance rules and, therefore, this barrier makes it 
difficult to complete CRC screening.  The federal government did issue a policy change in 
February 2013 for individuals with private insurance.  Those individuals will no longer be 
responsible for copayments if a precancerous polyp is discovered during a colonoscopy.  This 
policy does not cover Medicare individuals.   The Removing Barriers to Colorectal Cancer 
Screening Act (2012) was introduced into the House of Representatives on March 1, 2012, and 
was referred to the Committee on Energy and Commerce.  The purpose of this bill was “to 
amend title XVIII of the Social Security Act to waive coinsurance under Medicare for the 
colorectal cancer screening test, regardless of whether therapeutic intervention is required under 
screening” (Removing Barriers to Colorectal Cancer Screening Act, 2012, p.1).  On Jan 3, 2013 
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the bill was stalled and has not been reintroduced.  Colonoscopy is an effective modality for 
CRC screening and removing the financial barriers can help increase the uptake of screening. 
Provider-Related Barriers 
The theme of patient-reported perceived barrier - lack of provider recommendation, was 
the most prominent barrier discussed throughout the literature reviewed.  Even though many 
individuals ranked this as an important barrier to CRC screening, only 10.9% of participants in 
one study reported providers not referring for CRC screening (Muthukrishnana et al., 2019).  
Many of the studies reviewed used data from surveys completed after the patient’s encounter 
with the provider, so it is possible that providers did recommend, but participants did not 
understand or remember the recommendation.  An important health care disparity among 
individuals who have not completed CRC screening is the barrier of not having a regular health 
care provider (36.1%) and those with no health insurance (40%) (Joseph, King, Dowling, 
Thomas, & Richardson, 2020).  A facilitator that can lead to better communication is having a 
consistent provider that the individual can trust.  Individuals who do not have a regular primary 
care provider are at a disadvantage because the provider that they see only once will lack the 
knowledge and understanding of the patient’s health history and trust in the provider may be 
lower.  Lack of this relationship makes it more challenging to recommend an appropriate CRC 
screening test.   
Appropriate patient-centered communication needs to focus on understanding the 
patient’s perspective, psychosocial context, and values to generate a high level of trust (Epstein 
et al., 2005).  If providers are going to empower individuals to share in decisions related to their 
healthcare, effective communication is needed to build relationships.  Bachman et al. (2018) 
discovered that individuals wanted their providers to understand their knowledge and attitudes 
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about CRC screening so there could be appropriate patient-centered communication with the 
provider to determine the patient’s preference for testing modality.  Individuals perceive that 
providers may not have enough time to cover all their requests during the encounter.  Providers 
stated that they do not have enough time to complete chronic disease management and 
recommended screenings during an encounter where patients might have other health issues that 
take a higher priority for discussion (Grant, Adams, Bayliss, & Heisler, 2013).  When the patient 
does schedule a visit with the provider, the visit is usually for an acute concern and the focus is 
not on preventive health care.  Even if there is time to discuss preventive services, the provider’s 
perception is that many patients will refuse due to cost or access issues especially in rural or 
underserved areas.  Provider shortage can also play a role in the provider’s recommending 
screening (Wang et al., 2019).   
Another provider-related barrier mentioned in the literature was the provider’s use of 
terminology that is unfamiliar to the patient.  Participants in the Bachman et al. (2018) study 
requested that providers use more lay language and straightforward explanation of screening so 
that they can comprehend the information better.  One participant in the Green et al. (2017) study 
stated, “I really didn’t understand it as a screening” (p. 5).  This lack of understanding is a result 
of inadequate explanation of the different types of CRC screening tests.  Individuals also felt that 
providers were not sensitive enough to their needs when discussing CRC screening options.  
Individuals at times feel embarrassed or uncomfortable about the topic so providers need to 
exhibit a greater sensitivity to patients.  Jones et al., (2010) emphasized the value of a 
personalized rationale statement for each patient.  Individuals have a desire for more CRC 
information which could improve their understanding of the disease process and help diffuse the 
fear of cancer detection.  When providers take the time to discuss the importance of CRC 
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preventive screening and help individuals understand the rationale, there is a greater potential for 
uptake of CRC screening test completion (Bachman et al., 2018).  When providers are able to 
discuss CRC, colonoscopies are recommended by primary care providers more frequently 
(43.4%) than other screening modalities (Dignan, 2014).   One explanation may be that providers 
lack evidence-based information that other modalities are available and have been recommended 
as optional screening tests.  According to Wilkins et al. (2012), African Americans 
stated physician recommendation was the most important factor for completing CRC screening. 
Several studies referenced individuals’ mistrust with providers or the health care system 
as a barrier to completing CRC screening.  To diffuse this barrier, providers need to have open 
patient-provider communication related to the goal of CRC screening to alleviate any concerns 
on the part of the individual (Epstein et al., 2005).  If an individual has more system-related 
barriers, such as insurance coverage, socioeconomic conditions, or poverty, these can affect the 
individual’s behavior related to mistrust.  Hispanics commonly endorsed a lack of trust in their 
provider (Nagelhout et al. 2017, p. 791). Muthukrishnana et al. (2019) stated that medical 
mistrust was mentioned by 2% of the participants.   
Strength and Limitations 
 This review of literature demonstrates a number of strengths.  First, is the analysis of 
studies that are less than 10 years old to address patient, system, and provider-related barriers 
that are relevant to current populations. Populations have changed over the last 20 years so it is 
important to find the most relevant barriers. Second, the review includes a number of qualitative 
studies that have allowed individuals to describe their perceived barriers in their natural 
language.  Third, several studies had large sample sizes with a combination of methods to gather 
information.  Fourth, all literature reviews were limited to the US, which will make the findings 
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more generalizable to the US population.  Lastly, several different cultural populations were 
reviewed to develop an accurate understanding of cultural barriers that exist. 
This review of literature also demonstrates several notable limitations that should be 
considered prior to application of findings.   First, no level I, II, or III evidence studies were 
identified for inclusion in this review.  Second, several studies were only completed within one 
state within the US.  Third, several studies used individual self-reported barrier and CRC 
screening completion data for the surveys or focus groups which can skew the data due to 
individuals not remembering exactly why they did not complete the CRC screening.  Lastly, not 
all the studies completed a cognitive test for participants’ comprehension of health terminology. 
Summary 
Understanding the barriers to CRC screening is essential when determining an intervention 
to increase the uptake of screening. Some barriers are more prominent amongst individuals than 
others.  This scholarly inquiry paper focuses on barriers that, if eliminated, can support 
increasing uptake of CRC screening.  Lack of provider recommendation is a barrier that needs to 
be addressed.  This can be a lack of time on the provider prospective or added assistance from 
other care team members in taking a more active role in individual education.  Gaps in 
knowledge and awareness are prominent barriers that nurses can assist individuals in addressing. 
Awareness can create motivation in individuals and lead to positive attitudes about CRC 
screening.  With understanding of the individual’s cultural beliefs, influence of family and 
friends, and personal experiences, an individualized plan can be discussed.  Understanding the 




III. CONCEPTUAL FRAMEWORK 
Conceptual Model 
 The Health Belief Model (HBM) has been widely used as a conceptual framework in 
health behavior research and can help identify why individuals do not participate in programs to 
detect or prevent disease (National Cancer Institute, 2005).  This model was chosen as a 
theoretical framework to guide the development of a multi-faceted intervention to affect health 
behaviors related to CRC screening based on individuals’ barriers identified in the literature. 
Champion and Skinner (2008) noted that “The HBM contains several primary concepts that 
predict why people will take action to prevent, to screen for, or to control illness conditions; 
these include susceptibility, seriousness, benefits and barriers to a behavior, cues to action, and 
most recently, self-efficacy” (p. 46-47).  For the purpose of understanding the HBM in relation to 
CRC in this scholarly inquiry, definitions and examples can be reviewed in Table 2. 
Table 2 
Health Belief Model Constructs, Definitions, and Examples 
Construct Construct Definition and Example 
Perceived Susceptibility Belief that one has a risk of getting a disease 
I believe I can get CRC. 
Perceived Severity Belief about how serious the disease can be 
I believe CRC can cause death. 
Perceived Benefits Belief that an intervention reduce the risk 
I believe that CRC can be prevented with appropriate screening. 
Perceived Barriers Belief about the perceived negative effect of advised action 
I believe if there are no symptoms present you are not at risk of CRC. 
Cues to Action Internal or external trigger to complete an action 
My neighbor was just diagnosed with CRC 
Self-Efficacy 
Confidence in one’s ability to achieve the required behavior 
I believe that with the education about CRC, I can be successful in 




The conceptual map in Appendix D describes how the barriers identified in the literature 
relate to the HBM.  The patient, system, and provider-related barriers are all examples of 
perceived barriers in the HBM, and this is designated by a solid line.  There is less direct 
evidence in the literature reviewed, but some suggestions, that some of the patient, system, and 
provider-related barriers relate to perceived severity and perceived susceptibility.  These 
relationships are designated by a dotted line in the diagram.  For example, the patient-reported 
barrier concerns related to CRC screening test is a perceived barrier, however, the belief that it is 
possible to acquire CRC from the test could contribute to perceived susceptibility.  The same can 
be true with system and provider-related barriers.  For example, if the patient perceives that they 
are at low risk for CRC, an appointment for CRC screening, or discussion with a health care 
provider about screening options may not be a high priority for them. 
Perceived barriers and perceived benefits together influence the potential for health 
behavior change.  If the perceived benefits are greater than the perceived barriers, the individual 
will be more receptive to health promotion and behavior change according to the HBM (Janz & 
Becker, 1984).  The cues to action, which include the multicomponent interventions listed, are 
directly associated with the perceived barriers and benefits as they can alter the individual’s 
perceptions and overcome barriers, and this is illustrated with a solid line.  If the interventions 
can have a positive effect on the perceived benefits, the perceived barriers will be diminished.  
The cues to action also have the potential to impact the individual’s self- efficacy, which plays a 
major role in their confidence to manage the behavior change.  The HBM also assumes that 
demographic, sociopsychological, and structural variables could affect an individual’s beliefs 
and positively or negatively affect the promoted behavior (Janz & Becker, 1984). 
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The HBM does have a limitation in that is does not consider how emotions can affect 
behaviors (Champion & Skinner, 2008).  Fear can be a positive or negative affect on behaviors 
of individuals needing CRC screening. 
IV. CONCLUSIONS, RECOMMENDATIONS, AND IMPLICATIONS FOR 
NURSING 
Introduction 
The question guiding this scholarly inquiry was to discover barriers to individuals 
completing CRC screening that starts at the age of 50.  The scholarly inquiry question was 
modified after reviewing the literature, when it became clear that criteria for CRC screening used 
was USPTF recommended guidelines.  A total of 17 articles were reviewed and three main 
themes were identified.  The literature review suggested interventions that can be implemented 
into practice to address the individual perceived barriers. This section includes the conclusion, 
implications for nursing, recommendations, and summary.   
Conclusion 
The review of the literature revealed that individuals who meet the USPSTF CRC 
screening guidelines are often resistant to completing the appropriate CRC screening.  Cancer of 
the colon is preventable, but if appropriate screening tests are not completed, CRC can remain 
undetected, resulting in mortality and morbidity.  Even though CRC screening rates have 
increased since 2008, as a national society the goal of increasing the proportion of adults who 
have completed CRC screening to 70.5%, the goal set by Healthy People 2020 (2020) has not 
been achieved.  The answer to the question guiding the inquiry was discussed in the literature 
review and divided into three themes, with a subset of themes under the first theme.  The three 
main themes identified in the literature were patient, system, and provider-related barriers. 
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The first broad theme barrier was patient-reported barriers to colorectal screening which 
was further sub divided into multiple subthemes.  The subthemes barriers that were mentioned 
the most in the literature review were individuals’ lack of knowledge and awareness, fear, and 
avoidance. The most frequently mentioned barrier in the subtheme category of individual lack of 
knowledge and awareness was the perception that CRC screening was only necessary when 
symptoms developed.  The most frequently mentioned barrier in the subtheme of fear was an 
individual’s fear of receiving a cancer diagnosis after completing the CRC screening.  The most 
discussed barrier in the literature related to the subtheme of avoidance was an individual’s lack 
of time and competing demands.  Socioeconomic barriers and fatalism were mentioned the least 
in the literature reviewed. 
The second CRC screening barrier theme was system-related barriers.  The most frequently 
mentioned barrier in this theme was access to health care facilities, which included scheduling 
challenges, absence of screening facilities in the area, and inadequate supply of specialists 
trained in colonoscopy or flex sigmoidoscopy.  
The third type of barrier to CRC screening was provider-related barriers, which was 
mentioned in every article in the literature review.  The barrier most frequently mentioned was 
the lack of provider recommendations for CRC screening when meeting face-to-face with 
providers.   
There are different barriers associated with different populations.  Five of the 17 studies 
reviewed in the literature focused on different ethnic populations, such as, Pacific Islanders, 
Hmong, Vietnamese, and Filipino, Korean, Japanese, Chinese Americans.  Kim et al. (2018) 
discussed the barriers of different cultural views on Western medicine’s preventative care 
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services and the influence of an individual’s low acculturation.  More research needs to be done 
to determine the gaps in identifying barriers for different populations within the US. 
Implications for Nursing 
Primary care involves a multidisciplinary team providing patients with continuity of care.  
The health care team provides patients with a wide spectrum of curative care and preventive 
services.  The role of nursing in the primary care setting is a collaborative partner with other 
health care professionals.  Nurses are an integral part of the health care team and can play a 
pivotal role in cancer prevention by educating patients and promoting preventative health 
screenings.  According to Kim (2018), strategies are needed to support providers by 
implementing a multidisciplinary team with roles that can educate and assist patients with 
informed decision-making about their CRC screening. The use of motivational interviewing can 
be successful in face-to-face encounters as well as being adapted for telephone counseling 
sessions.  Nurses are trained and educated to use motivational interviewing to help individuals 
change behaviors (Wahab, Menon, & Szalacha, 2008).  Nurses use their observational and 
assessment skills to understand what knowledge individuals have about CRC and different CRC 
screening modalities to determine what education needs to be given.  They can discern individual 
barriers and apprehension about completing CRC screening, which will facilitate the scheduling 
and completion of CRC screening.  The nurse visit can also help facilitate assistance with other 
specific individual system-related barriers that the patient might encounter. 
Implications for Education 
 Nursing education has primarily focused on inpatient nursing.  Nursing education needs 
to prepare nurses to work in a variety of settings, including inpatient and outpatient nursing.  
Nursing education leaders need to design opportunities for nursing students to have clinical 
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experience in the outpatient setting.  Nurses can play an important role in educating patients on 
preventative care through educational nurse led visits. 
Implications for Research 
 Nursing research could evaluate the effectiveness of the nurse led CRC education visit 
using cohort or experimental designs, or by reporting on quality improvement projects.  More 
research needs to be completed on the impact that outpatient nurses have on the recommendation 
of USPSTF of improving CRC screening rates. 
Recommendations 
Health care organizations are trying to determine the best interventions to assist individuals 
to successfully complete CRC screening.  One type of intervention will not be enough to address 
all the barriers identified within this literature review.  A multicomponent intervention is needed 
in order to encompass many of the barriers that individuals referenced.  Subramanian et al. 
(2018) developed a framework to help organizations and communities evaluate and describe the 
steps needed to effectively implement multicomponent interventions for CRC screening.  This 
framework was used with permission and adapted as a guide for a system wide approach for 
uptake of CRC screening in a Midwest Health Care Organization (see Appendix E). 
The steps recommended for successful monitoring and implementation of multicompetent 
interventions are readiness, determine which multilevel interventions to implement based on 
community characteristics and patient population, identify quantifiable metrics that can be used 
to measure the success of the interventions, identify the CRC screening phases, determine the 
outcome measure most appropriate for the organization, and identify cost measures of 
implementation (Sabramanian et al., 2018).  It is essential that those in leadership understand 
what kind of resources the organization has available to implement the CRC screening 
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intervention.  For this scholarly inquiry paper, the intervention proposed is a nurse-led education 
visit to help patients increase their knowledge and awareness, reduce fear, address avoidance 
concerns, and take into account cultural, familial, and gender barriers.  
Knight et al. (2015) cited that providers and administrators should consider the most 
common barriers when developing interventions for increasing CRC screening uptake.  The 
literature review identified that the most frequently identified barrier mentioned by patients in 
the literature reviewed was provider-related concerns, with most of the emphasis on lack of 
provider recommendations during the face-to-face office visit.  Providers do not have enough 
time during the office visit to answer all the patients’ questions regarding CRC and CRC 
screening (Kim, 2018).  The first recommended intervention to address this barrier is a nurse led 
visit completed by Care Team Registered Nurses (RN).  The visit would focus on educating 
patients on the need for CRC screening and recommending an evidence-based option for CRC 
screening that meets the individual’s health and emotional needs.  The second recommendation 
is use of a tool kit, Appendix F, to help guide an educational, nurse-led visit, either in 
combination with a provider visit, or as a standalone nurse visit, to help explain that preventative 
screenings are important in detecting CRC, identify concerns and barriers patients have 
regarding CRC screening and instruct the patient on what steps are needed to complete a 
successful CRC screening based on the modality selected.  This guide will include suggestions 
for patient education and discussion.  Education can be tailored to promote increased awareness 
of the prevalence of CRC, discuss benefits and harm of CRC, discuss reasons the patient 
personally needs screening, inform the patient of steps and expectations involved in the CRC 
screening ordered, discuss self-care  before and after the screening, talk about the pros and cons 
of each test, instruct the patient on how to determine what insurance will cover, discuss what 
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successful, early CRC treatment looks like, and discuss CRC screening survival rates.  The nurse 
will be responsible for following the protocol (Appendix G), to help determine which CRC 
screening is recommended using USPSTF guidelines (USPSTF, 2016).  
The education will need to be tailored by the nurse, using critical thinking skills, to 
potentially address system-related barriers, self-perceived fears, socioeconomic barriers, and 
fatalistic attitudes. 
Other recommendations based on the literature review would be to consider more research 
on gaps in those populations that are under researched, such as different cultural populations and 
gender concerns.  The literature search was limited in the number of studies related to all 
populations.  The Affordable Care Act was implemented in 2014 to expand insurance coverage 
and increase access; however, disparities still exist in lower income individuals (Gaffney & 
McCormick, 2017).   
The RN role has been expanding in Primary Care.  A recommendation is to adjust the focus 
of nursing education to better prepare baccalaureate nurses for roles related to a primary care 
setting. 
Summary 
Identifying barriers to CRC screening is crucial in understanding the types of intervention   
that are needed to promote uptake of this evidence-based strategy for reducing morbidity and 
mortality from CRC.  An integrative review of literature identified three main themes relating to 
barriers to CRC screening:  patient-, system-, and provider-related barriers.  Patient-related 
barriers were often the consequence of both system- and provider-related barriers.  Reviewing 
the types of barriers that individuals are experiencing suggests that a multicomponent 
intervention is needed in order to impact as many individuals as possible.  The theme that was 
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mentioned most frequently was provider-related barriers. Patient-provider communication is 
instrumental in changing an individual’s view of their perceived threat of CRC.  Providers need 
the assistance of the primary care team to provide the most effective education for patients.   
This inquiry has resulted in the development of a nurse-led educational visit with the 
patient.  A nurse-led visit will be able to address many of the patient-related barriers as well as 
the system- and provider-related barriers that were discussed in the literature.  If patients see a 
perceived benefit to the nurse-led educational visit, individual behaviors regarding preventative 
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1) Knowledge about CRC screening 
guidelines 
2) Someone had a bad experience 
3) Cumbersome bowel prep 
4) Uncomfortable side effects of 
bowel prep 
5) Fear of procedure/technology 
6) Apprehensive about the scope 
7) Concerns with sedation 
8) Embarrassment – private parts/” 
being violated” 
9) Invasive  
10) Medical mistrust 
11) Poor experience with 
technician/provider 
12) Fear of cancer diagnosis 
13) Lack of symptoms 
14) Communication with family 
15) Fear 
16) No provider recommendation 
17) Failure to present the options for 
CRC/more information 
18) Gender of provider 
19) Approach of conversation with 
sensitivity 
20) Clear direct language 
21) Recommend for money 
22) Absence of screening facilities 
Appalachian   
communities'   
geographic  
isolation 






































decision for CRC 
screening 
 
Use of FIT 













































































































no, don’t know, 
and open-
ended.   










Rural vs Urban comparison: 
 
Knowledge and Awareness:  
1) Aware of CRC – 96.1%  
2) Knew someone who had CRC – 
48.8%  
3) Advertisement – 67.3%  
4) Not aware of test to screen for CRC 
– 56.3% 
 
 Beliefs:  
1) Want to know had CRC – 91.3% vs 
87.7%, p = 0.006  
 
Self-Efficacy:  
1) Correctly complete FOBT – 15.5% 
vs 4%, p < 0.001 
  
Barriers to FOBT:  
1) ‘Strongly agree’ instruction 
confusing – 12.2% vs 4%, p = 0.005  
2) ‘Strongly disagree’:  
embarrassing, 11.5% vs. 3.6%, p = 
0.003, trouble, a lot of trouble 11.6 % 
vs 4%, p < .0001), or messy (8.7 % vs 
1.6%, p < .001)  
3)Putting it off – 26/9% vs 18.9% 
 
Screening Recommendations:  
1) No recommendation - <50%,  
36.4% vs 45%, p = 0.03  
2) No education information  
3) Did not  know I needed it  




















and facilitators to 










females.   
 
Study completed 
in one state.  
 
Participants 
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CRC  
screening   
according to 
national 
guidelines   


























30 min – 1 














interview guide  








Most common barriers:  
1) Avoidance  
2) Procrastination  
 
Other barriers:  
1) Aversion to stool  
2) Fear of cancer diagnosis.  
3) Lack of provider recommendation  




8) Unpleasant prep 
9) Risk of CRC was not a motivator 
10) Difficulty not getting the 
colonoscopy completed  
11) Avoidance related to health 
concerns  
12) Taking time off to have test 
completed  
13) No problems/ symptoms 
14) Password issues with EHR  
15) Test not accurate 
Male – 44%  
Female – 56%  
 White – 70%  
African American – 30%  
 Smoker – 25%  
Non-smoker – 75%  
 Completed CRC screening after 3 
years:  
Yes – 28%  
No – 72%  
 











Over sampling of 
males, race, and 









consent – may 



























Haidar,   
Kastner,  















































group themes  
  
Meta-method 




48 - in-depth 
interviews  
37 - focus groups  
4 - Combination 
interview/focus 
group  
5 – Telephone 









1) Lack of awareness  
2) Symptom-driven testing  
3) Fear of cancer, screening results 
and treatment  
4) Fatalism  
5) Negative attitudes towards CRC 
screening tests  
6) Embarrassment 
7) Questioning test efficacy  
8) Other health concerns   
9) Competing life demands   
10) Scheduling challenges  
11) Natural remedies conquer CRC  
12) Ethnic food protects from CRC  
13) Wellness visits are not part of the 
culture  
14) CRC screening tests are offensive 
to masculinity   
15) Females perceived CRC as a male 
disease  
16) Not possible to take time off  
17) Transportation concerns  
18) Low health literacy  
19) Language barriers  
20) Little public education about 
CRC   
21) Lack of physician's 
recommendation   
22) Friends, family, and kin negative 
experience  
23) PCP inadequate explanation  
Several factors 




1) Lack of 
awareness of 
CRC  
2) The roles of 
screening and its 
impact on the 
progression of 




























































































Postal survey - 
Health 
Assessment 




barriers” to CRC 
65% -White  
66% - Female  
29%  - non-High 
School graduates  
 







 43% -African 
American   
62% -Women  
5% -Non- high 




Survey Results:  
1) Fear – 10.1%  
2) Bowel prep –7.9%  
3) Lack of knowledge -7.9%  
4) Pain - 7.6%  
5) No insurance/cost - 6%  
6) Afraid of results - 5.4%  
7) Fear of procedure - 4.4%  
8) Time/inconvenient - 4.4%  
9) Embarrassed/ modest – 4.1%  
10) No symptoms – 4.1%  
11) Discomfort - 3.5%  
12) No provider advice – 1.6%  
Focus Group Results:  
1) Lack of awareness  
2) Lack of provider recommendation  
3) Fear  
4) Better to find out later  
5) Fatalism  
6) Lack of time  
7) Lack of social support from family 
and close friends   
8) Competing demands   
9) Concern that some screening 
modalities are outdated  
Rarely reported, new barriers:  
1) Do not  understand what to do  
2) Lack of time 
3) Bowel prep distasteful 
4) Embarrassing/ humiliating  
5) Invasive  
6) Painful/ discomfort  
7) Cost  
8) Taboo topic/Sexual abuse 
9) Para-sexual issues 








need to be aware 


















Half of focus 
group and 68% 




for CRC  
 




























































D. C.  
 









no history of 
CRC and 
lived in the 

















































survey sent prior 
to focus group 
and interviews 
(agree, disagree, 







12 focus groups 





















2)  Low health literacy 
3) Children need to translate 
4) Prevention not a priority 
5) No doctor if asymptomatic 
6) Fear of finding CRC 
7) Fatalism 
8) Self-care 
9) Stigma towards cancer 
10) CRC Western disease 
11) High pain tolerance   
12) Use of CAM instead of western 
medicine  
13) Lack of emphasis on preventive 
healthcare [Chinese]  
14) Lack of exposure to American 
media 
Non-Cultural Barriers: 
1) Lack of time/busy schedules 
2) Lack of transportation 
3) Complex healthcare system  
4) Lack of a one day examination as 
in China/Korea 
5) Lack of awareness about CRC  
6)  Lack of knowledge about CRC 
and CRC screening 
7) Invasiveness  
8) Concerns about complications  
9) Concerns related to anesthesia  
10) Embarrassment [Koreans] 
11) Concern unnecessary tests.  
12) Concerns about high cost/not 
having insurance  
13) Physicians’ recommendation  
15) No regular physician   














facilitators of a 
population that 








reported having a 
colonoscopy 









method was used 
to recruit for 
social and 
screening status 













































they were   







care clinics – 
five clinics 






N = 109  
  
Ethnic-  
67%- White  

















80% - Health 







as part of a 
clustered 
randomized 





























session to identify 
barriers 
 










education   
Third level:  








Step 2:  
Telephone CRC 
screening barrier 
counseling by a 
(LHA)  
Step 3:  
In-person 
education session 
with a (LHA)  
Test related:  
1) Painful/ uncomfortable/fear of 
procedure  
2) Embarrassed  
3) Test (FOBT) is messy  
4) Already had  
5) Transportation  
6) Tests are inaccurate   
7) Would have to go to unfamiliar 
place  
8) Test causes cancer  
Knowledge and attitudes:  
1) Not a priority  
2) Not necessary, no family history  
3) Never thought about it  
4) Age  
5) Afraid I might have cancer  
6) I do not know where to go get it 
done  
7) Never heard of CRC screening 
Financial concerns:  
1) Cost  
2) No health insurance  
3) Insurance does not cover/high 
deductible  
Interpersonal:  
1) Doctor never recommended  
2) Someone recommended not 









the number of 
barriers reported, 
however this 










































































































Predisposing Characteristics:  
1) Income level  
2) No health problems  
3) No symptoms of CRC  
4) English proficiency  
5) Low US acculturation level  
6) Fatalism  
7) Eastern form of treatment  
8) Taboo discussing body parts  
9) Having health insurance  
Psychological Constructs:  
1) CRC Perceived susceptibility  
2) Unaware of CRC screening tests  
3) Lack of confidence in completing 
screening  
4) Perceived seriousness of CRC  
5) Fear/worry of positive results  
6) Embarrassment/helplessness  
7) Pain/discomfort of screening  
Cues to action:  
1) Physician recommendation  
2) Patient-provider communication  
3) Emotional support from friends  
4) Access  
Barriers of Providers:  
1) Time  
2) Interdisciplinary team to support 
provider with discussion regarding 
CRC screening  
The nature of 
different cultures 
can be complex 
and multifaceted 
which can play 




CRC screening  
  





as facilitator to 










1) Other studies 
not included due 
to literature 
search strategies  











































































1) No symptoms/problems 
2) Having comorbidities, especially 
diabetes 
3) Challenges with medical 
terminology 
4) Colonoscopy prep 
5) Risk of perforation 
6) Heard about a bad experience 
7) Lack of knowledge about CRC 
screening 
8) Lack of provider recommendation 








2) Program that 
involves family 
members to serve 
as motivators for 
CRC screening 
3) Protocol to 
assist patients 













































































N = 2,283  
  
Participants: ≥ 




















































Attitude and Beliefs:  
1) No symptoms/family history of 
CRC/test not needed 
2) Does not want the test  
3) Has not thought about test  
4) Fear test pain/ uncomfortable  
5) No time  
6) Postponed/too lazy  
7) Embarrassing  
8) Afraid of finding  
9) Too old  
10) Too young  
11) Test does not work/not effective  
 
Health Care Provider/System:  
1) Provider did not recommend/never 
said test was needed  
2)No facilities/provider 
nearby/inconvenient to 
travel required distance to testing 
facility  
3) Not sure where to go for testing  
 
Cost:  
1) Cost of test/not covered by 
insurance  
2) Transportation issues/ none, too 
difficult to find  
3) No regular provider/does not go to 







a bill that no 
longer imposed a 
deductible or co-




that resulted in 




up colonoscopy.   
  
Interventions need 
to address  
 populations and 












the study:  














was not            
completed on 
question added 






















































N = 198  
 

























































Basic text analysis 
– data coded and 





adults, age ≥ 50  
 
Barriers:  
1) Fear – 29.5%  
2) Financial difficulties – 25%  
3) Logistical challenges with 
screening – 19.1%  
4) CRC screening a low priority – 
15.8%  
5) Discomfort or disgust with 
procedure – 11.52%  
6) Bowel prep – 6.6%  
7) No recommendation/referral  
8) Unnecessary  
9) Discomfort/disgust with 
procedure  
10) Discomfort/disgust with prep  
11) Medical mistrust  
12) Lack of information on CRC 
screening  
13) Religious reasons  
14) Did not want test  









screening in low 
income patients.     
   
Despite lack of 
insurance and cost 
barriers, fear the 
most common 









































































N = 197 
(response 
rate of 26%)  
 
Age:  50-75 
years old and 
had an 
appointment 




24% - White  
10% - Pacific 
Islander  
4% - Black  
13% - Other  
  
58 years  -
Participant 





































and awareness of 
CRC screening  
  
Questionnaire 
modified to   





Survey offered in 
Spanish and 
English  
50% - English  
50% - Spanish  
 
Barriers:  
1) Fear of test results- 28%  
2) Cannot afford to leave work for 
appointment – 27%  
3) Being unaware of the need for 
CRC screening – 25%  
4) Lack of provider recommendation 
– 25%  
5) Lack of trust in provider  
6) Not having had a family member 
who has had CRC  
7) Cannot afford to leave work for 
appointment  
8)Finding the test embarrassing  
 Most Common Barrier by 
Racial/Ethnic Group:  
Hispanics:  
1) Lack of trust in their provider -
 (51%)  
2) Not enough time – 45%  
3) Fear of test results – 45%  
Pacific Islander:   
1) Not having a family member who 
has had CRC - (34%)  
2) Being unaware of the need for 
CRC screening – 33%  
3) Cannot afford to leave work for 
appointment – 32%  
White:  
1) Not having had a family member 
who has had CRC – 43%  
2) Lack of provider recommendation 
– 37%  





CRC screening  fo
r both 
colonoscopy and 





were less likely to 




to White patients” 
(p < 0.05)  
  
Race/ethnicity 
was a predictor of 










sample size  
2) Low 
response rate  




































































N = 8,550  
  
64% - White, 
NH  





























































1) Lack of awareness/need for 
screening  
2) Provider recommendation   
3) No symptoms  
4) Put it off/ did not get around to it  
5) Too expensive/ no insurance/ cost  
6) Too painful  
7) Too embarrassing  




barriers in obese 
adults could 
lessen disparities 








of CRC screening 
to prevent 
morbidity and 
mortality of the 

























































































































survey to the 
Hmong in both 
English and 








2) Heath care 
factors  
3) Perceived 
need for CRC 
screening  
4) Knowledge of 
CRC screening  
 
Barriers: 
1) Lack of awareness – 61.3% 
2) Lack of knowledge of CRC 
screening starts at age 50 – 71.8% 
3) Lack of awareness that  CRC 
screening prevention for CRC, <50% 
3) Health care provider 
recommendation 
4) Fear of CRC 
5) Fear of getting CRC due to 
screening modality 
6) Low income 
7) Lack of ethnic provider 
8) Cultural beliefs about preventative 
services 
 




















needs to be 











the study:  
1) Immigrants 
who were 
enrolled in an 
educational 
trial  
2) 73% saw a 





did not discuss 
the causation 
of factors that 
led to changes 
















received $20  
56 
 


























can impact  
CRC 
screening 


























N = 56  
 
Study dates: 












Data sources:  
1) Patient - 
EMR  



















up to date on 





1) Age  
2) Race  
3) Insurance  
4) Language  
5) Insurance  
6) Last physical  
7) Chronic 
condition  
8)Travel time to 
clinic  
9) Rural/urban  
Provide 
characteristics:  
1) Gender  
2) Race 
3) Credentials  
4) Year in 
practice  







8) Review CRC 
performance  
Bivariate analysis results:  
1) 50-64 – 52% 
2) ≥ 65 – 61.7% 
3) Language – English -56.6%,  
Other – 32.6% 
4) Physical in past 12 months – 
71.1% 
5) Chronic condition – none – 43.4%, 
≥ 1 – 58.1% 
6) Travel time to clinic - < 30 
minutes – 54.9%, ≥ 30 minutes – 
55.9% 
7) Residence – urban – 55.3%, rural 
– 54.8% 
8) County characteristics – Non-
Hispanic white population - < 85% - 
50.4%, ≥ 85% - 57% 
  
Barriers:  
1) Non-Hispanic Black  
2) Hispanic  
3) Non-English speaking  
4) Uninsured  
5) No Gastroenterologist in the 
county  




should focus on:  
1) Age range from 
50-65  
2) Minorities  
3) English 
language barriers  
4) Encourage 
patients to have 
routine 
preventative visits 
in Primary Care 
Clinics  
 





















MDs were less 
likely to 
respond  


































iers in rural 
population 
in US so 
interventio
































































data in rural 
areas.  
 
Structural barriers:  
1) High cost of procedure  
2) Lack of insurance  
3) Lack of time  
Barriers related to screening 
procedure: 
1) Embarrassment or discomfort  
2) Fear of test  
3) Fear of finding cancer  
4) Fear of burdening family  
Individual barriers:  
1) Lack of knowledge  
2) Lack of perceived need with no 
symptoms  
3) Misperception is a male disease  
Provider-level barriers:  
1) Lack of provider recommendation  
2) Distrust of providers  
3) Inadequate access to specialists  
Rural-specific:  
1) Lack of prevention attitude  
2) Lack of privacy due to knowing 
the medical staff 
3) Lack of close clinic or screening 
facility  
4) Transportation to screening 
facilities  
5) Lack of provider recommendation 
due to cost of screening 
6) High cost of screening  
 
In this study 
major barriers 
identified in rural 
populations were 















































































20% - some 
high school 
or less  


































1) Benefit items 
for all screening 
test, n=5  
2) Barrier items 
for all screening 
tests, n=6  









5) Barrier items 
for colonoscopy 
alone, n=2  
  
Perceived worry 
and risk were 
asked with single 
questions 
 
General Perceived Barriers:  
1) CRC screening not needed, no 
symptoms, (p< 0.001)  
2) Physician spent enough time, (p< 
0.001)  
3) CRC screening cost is high, (p< 
0.001)  
4) Embarrassing, (p = 0.033)  
5) Afraid complications, (p< 0.001)  
6) Insufficient time for CRC 
screening, (p< 0.001)  
FOBT Barriers:  
1) Do not know how to perform 
FOBT  
2) Collecting a sample for FOBT is 
unpleasant  
3) I do not have privacy to collect 
sample for FOBT  
Flexible Sigmoidoscopy/ 
Colonoscopy Barriers:  
1)  Too painful  
2) Anxious because do not really 
understand what is done  
3) Following special diet or taking 
laxative, enema  
Specific colonoscopy:  
1) I am afraid of possible bleeding or 
tearing of colon  
2) I will have transportation 
problems (need someone to drive  
General:  
1) Find CRC early - save my life  
2) If you find CRC early, it is not as 
bad  
3) Need to find CRC early  
Most important 
factor in CRC 
screening 
completion is a 
recommendation 
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**Type/Levels of Evidence 
 
Level I: Evidence from a systematic review or meta-analysis of all relevant RCTs (randomized 
controlled trial) or evidence-based clinical practice guidelines based on systematic reviews of 
RCTs or three or more RCTs of good quality that have similar results. 
Level II: Evidence obtained from at least one well-designed RCT (e.g. large multi-site RCT). 
Level III: Evidence obtained from well-designed controlled trials without randomization (i.e. 
quasi-experimental). 
Level IV: Evidence from well-designed case-control or cohort studies. 
Level V: Evidence from systematic reviews of descriptive and qualitative studies (meta-
synthesis) 
Level VI: Evidence from a single descriptive or qualitative study. 
Level VII: Evidence from the opinion of authorities and/or reports of expert committees. 
This level of effectiveness rating scheme is based on: Ackley, B. J., Swan, B. A., Ladwig, G., & 
Tucker, S. (2008). Evidence-based nursing care guidelines: Medical-surgical interventions. (p. 



























 Lack of knowledge and 
awareness
 Fear
 Concerns related to CRC 
screening tests







Stool DNA Test 
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Patient Identification Screening – Completed






Number of Patients 
Screened for CRC
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Patient Screened
Cost for Education 
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          Note. Framework for implementing multicomponent colorectal cancer screening interventions 





Primary Care Colorectal Cancer Education RN Visit Guide  
 
 
Primary Care Colorectal Cancer Registered Nurse Education Visit Guide 







Up To Date 
 Clinical Use of Colorectal Cancer Screening Tests 
 Stool-Based Tests 
 Endoscopic Visualization 
U.S. Preventative Services Task Force (USPSTF) 









Appointment Review:  
 Review Plan of Care  
 Review prescribed medications 
 Review BPAs if appropriate and/or time allows 
Visit:  
 Investigate patients fears and concerns 
 Discuss the prevalence of CRC 
 Discuss the benefits and harm of CRC 
 Discuss reasons patient personally needs screening 
 Inform patients of steps and expectations involved in CRC 
screening ordered 
 Discuss how to care for yourself before and after the screening 
 Talk about the pros and cons of each test 
 Instruct the patient on how to determine what insurance will cover 
 Discuss what successful, early treatment looks like 
 Discuss CRC screening survival rates 
 Address system related barriers, self-perceived fear, socioeconomic 
barriers, and fatalism as appropriate 
 Complete the RN Checklist for Colorectal Cancer Screening 




 Patient education: Colon and rectal cancer (The Basics) 
 Patient education: Colon and rectal cancer screening (The Basics) 
 Patient education: Colonoscopy (The Basics) 
 Patient education: Colon polyps (The Basics) 
Documentation  Document Colorectal Cancer Education visit – include barrier, 
pertinent information related to visit, and amount of education time 







RN Checklist for Colorectal Cancer Screening 
 
 




Patient History Review 
 
Date of last screening: ______________________ 
 
FIT    FOBT   Cologuard    Flex Sigmoidoscopy      Colonoscopy    
(circle one) 
 




Consult with provider for additional questions/concerns/clarifications: 
 
1. Does the patient have any history of colorectal cancer, precancerous polyps or inflammatory 
bowel disease? 
            Yes  Explain: 
            No 
            Not in EHR (check historical viewer) 
 
2. Does the patient have any family history of colorectal cancer, precancerous colon polyps or 
advanced adenoma or certain inherited conditions affecting the bowel? (ex. Familial 
adenomatous polyposis or Lynch syndrome?  First degree relative < 61 with history of colon 
cancer, two+ first degree relatives [any age] with history of colon cancer?)  
            Yes  Explain: 
            No 
            Not in EHR (check chart and CVI/PFH) 
 
3. Does the patient have a parent or sibling diagnosed with colon cancer? 
            Yes  Explain: 
            No 
            Not in EHR (check chart and CVI/PFH) 
4. Patient currently taking antiplatelet or anticoagulation medication? Check medication list. 
            Yes   
            No 
 
5. If patient is taking an antiplatelet, which one?  Check medication list.  ASA does not count.  
If patient on anticoagulation send message to PCP  
            Clopidogrel [PLAVIX] (Patient should hold for 7-10 days pre-procedure) 
            Heparin (Patient should hold for 4 hours pre-procedure) 
            Warfarin [COUMADIN] (INR should be 1.5 or less on day of procedure) 
            Other 
 




Based on chart assessment and information EHR which testing is most appropriate for this patient? 
           FIT              FOBT              Cologuard              Flex Sigmoidoscopy              Colonoscopy    
 
 
Pend order and/or bowel preparation or other medications to primary care provider  
 
Patient Education Material: Print for patient or add to electronic health record 
Center for Disease Control 
Colorectal Cancer Screening  
Screening Test At- A-Glance 
Risk Factors & Symptoms: Colorectal Cancer Screening Saves Lives 
Website for Patient Education in Korean: 
http://www.cancerscreening.gov.au/internet/screening/publishing.nsf/Content/ml-korean 
Website for Patient Education in Filipino: 
https://www.youtube.com/watch?v=PfJ4GpkqtSU 
Website for Patient Education in Spanish: 
http://www.cancerscreening.gov.au/internet/screening/publishing.nsf/Content/ml-spanish 
Website for Patient Education in Vietnamese: 
http://www.cancerscreening.gov.au/internet/screening/publishing.nsf/Content/ml-vietnamese 
Website for Patient Education in Other Languages: 
http://www.cancerscreening.gov.au/internet/screening/publishing.nsf/Content/in-your-
language 
https://medlineplus.gov/languages/colorectalcancer.html 
 
 
